Social Implications for the Rehabilitated Patient by Dr Donal F Early (Glenside Hospital, Stapleton, Bristol) The word rehabilitation is defined in the Oxford English Dictionary as: 'restoration to rights, privileges, reputation or proper condition'. It is reasonable, therefore, to expect that a patient who has recovered wholly or partially from mental illness should be entitled to a network of services to aid and to support him to achieve and to maintain himself in dignified independence. In theory, such a system is statutorily provided. In fact, the psychiatric patient has fared badly at the hands of statutory authorities, and facilities to serve his needs have such a low political priority that they have been overlooked and neglected in the past and seem likely to continue to be similarly treated in the future. The existing services can be described under hospital, Department of Employment and local authority. Existing accommodation, work and training facilities for the adult psychiatric patient in the Avon Area Health Authority can be summarized as follows: Accommodation (I) Hospital: pre-discharge accommodation.
(2) Local authority: hostel.
(3) Bristol Industrial Therapy Housing Association: houses, hotel. The Association also proposes to acquire bed-sitting rooms, rooms and flats.
(4) Department of Employment: Resident training courses (St Loyes, Exeter). (5) Private: hostels, Church Army, Salvation Army; approved lodgings. (6) Open: patients' own arrangements.
Work and Training
(1) Hospital: occupational therapy departments, hospital maintenance departments, industrial therapy departments.
(2) Department of Employment: industrial rehabilitation units, government training centres, sheltered workshops (Remploy). My interest in rehabilitation stemmed from the old mental hospital where thirty years ago large numbers of schizophrenic patients spent their lives in idle apathy and where the 'system' was designed to enable patients to settle down to become trouble-free hospital residents. They were Dr Donal F Early Consultant Psychiatrist, Glenside Hospital, Bristol, UK; Honorary Medical Adviser National Schizophrenia Fellowship mainly occupied in hospital maintenance and service departments but to apply the term 'work' to their labour was usually a euphemism for contrived activity or at best a cover for exploitative servile drudgery. A few hospitals managed to establish therapeutic occupational departments. These mainly treated new admissions or served as a method of getting chronic patients away from overcrowded, locked wards. Seldom did these departments prepare a patient for community living.
Toward the end of the 1940s the winds of social change began to ruffle the institutionalism of the old hospitals and, before the introduction of phenothiazines in the 1950s, the hospital scene had changed considerably. The introduction of drug treatment hastened this change, giving confidence to medical and nursing staff as well as symptomatic relief to patients. At about the same time, the reintroduction of industrial therapy hastened the growth of optimism and of opportunity. The NHS Act (1946) enabled paid work to be undertaken as a therapy without the hospital authorities being concerned about getting their 'rake-off'. Everyone was now entitled to free treatment and all elements of exploitation could be avoided. And so a third element in preparation for workindustrial therapyjoined occupational therapy and work in service departments. These constitute the basic presentday hospital triad in work rehabilitation. Now service departments are utilized in some hospitals for their training potential and occupational therapy departments have outgrown their 'arts and handicrafts' image to become useful units for domestic rehabilitation and for training in the activities of daily living.
Apart from preparation for work, the hospital setting generally remains a poor training-ground for domestic resettlement. The provision of a range of training and trial facilities has been limited by financial cheese-paring, although most hospitals have managed to set up relatively sophisticated pre-discharge accommodation for long-stay patients.
The degree of rehabilitation achieved by many patients has been remarkably complete but in the case of most chronic patients 'recovery' has been partial and the difficulty in effecting discharge in these cases is well known to those working in this field.
We were entitled to think that extrahospital statutory services would be modified to meet our changing needs or even that new services might be developed. Unfortunately, this has not been the case. Work-wise, the Department of Employment has not changed its approach to rehabilitation, to training or to sheltered employment, since its facilities were set up under the Disabled Persons Act (1944) . True, the Department has changed the names over some of the doors, so that industrial rehabilitation units are now called employment rehabilitation centres and government training centres are now known as skill centres, but the intake and the philosophy remain unchanged. Although the Department has been aware of our problems for nearly twenty years and the annual report on industrial rehabilitation units for 1973/4 (Department of Employment 1974) notes that 'some people (with psychiatric disablement) require a longer and less sophisticated course', there has been no modification of the Department's activities. In the Report of the work of the newly formed Employment Medical Advisory Service for 1973/4, I have been unable to find any reference to the rehabilitation, training or employment of psychiatric patients or to any publications or research in this subject.
There is a gleam of hope in the Consultative Document 'Sheltered Employment for Disabled People'. In this the Department of Employment introduces the concept of the 'enclave', which the document defines as: 'a group of severely disabled people working together under special supervision in an otherwise undifferentiated environment'. In the Industrial Therapy Organisation (Bristol) Ltd (1964) we have experience of this approach to reemployment going back to 1963 and we are convinced of its superiority over existing methods in training and in employment.
We consider it to be better financially, socially and medically (Early 1975).
In an analysis of the weaknesses of the present Departmental systems and of suggested future developments, the Consultative Document introduces two changes of profound and fundamental significance in Departmental thinking. The Department now accepts: (1) that the concept of the sheltered group in open industry is preferable to severely disabled persons and that this preference should be taken into account in sheltered employment which should approach as closely as possible to ordinary working conditions; and (2) that 'eventual rehabilitation to ordinary industry for all who may become capable of it should be made a statutory aim'.
We welcome these suggestions and agree with Nancy Wansbrough (1975) that they represent a major breakthrough, but we cannot accept the word 'enclave'. The insensitive choice of this word meaning 'territory surrounded by foreign domination' is repulsive even by the standards of civil service jargon.
The local authority is charged, under the Mental Health Act (1959), with the responsibility for aftercare services. Local authority facilities for rehabilitation, training and employment are traditionally concerned with the needs for the subnormal patient. Occasionally, as in Croydon, there is a liaison with the Department of Employment and the local hospital service but generally there is no support and none imminent for the adult with psychiatric problems. The community care provisions for the mentally ill and mentally handicapped adults have been shown, in three Mind Reports (National Association for Mental Health 1971 Health , 1973 ) to be inadequate. The 1971 report described the situation as 'alarming'; the 1973 follow up reported that the situation caused 'grave concern'. Questionnaires were sent to all 173 local authorities in England and Wales and 140 replies were received. It was possible to compare 1971 and 1973 figures in 124 cases.
Information was sought on: (a) Complement of social workersqualified and unqualified. (b) Services for mentally ill adultsresidential and daily facilities (day centres, industrial and sheltered workshops). (c) Services for mentally handicapped adultsresidential and daily facilities (adult training centres, industrial and sheltered workshops).
The report comments on differing performances by local authorities in different parts of the country; on the gross inadequacy of existing services to support the run-down of mental hospitals; on the absence of targets and guidelines and on the paradox by which local authorities are urged to set up services by the Department of Health and Social Security, which then witholds the loan sanction for their implementation.
Forty-five local authorities reported refusal, during 1973/4, of financial approval for 70 projects amounting to more than £7.5 million.
Social worker staffing has improved, but even if the ratio of 75% qualified staff is accepted, it would be 1990 before all local authorities achieve this target at the then reported rate of growth, which has not been maintained. At the small suggested minimum rate of 40 places per 200 000 population, the amount of sheltered accommodation for the mentally ill is approximately one third provided. Sixteen authorities fail to provide any such accommodation.
'Lip service may be paid to the value of daycare services' says the report, 'but... of 140 Authorities, 65 fail to make such provision for the mentally ill'. At the rate of 120 places per 200 000 population, 29 400 places would be necessary in England and Wales. The authorities answering questionnaires returned 3362 placesless than one eighth of the low suggested figure.
Although the mentally handicapped are better catered for (the 140 authorities surveyed all make some provision for day-care), the number of places suggested -73 500-is short by 46 660, slightly more than one third of the required places having been providedi.e. 26 840. I have calculated that with a capital expenditure on hospitals for the mentally ill at the 1971/2 level (the highest ever on these hospitals), it would be 65 years before the district general hospital psychiatric beds would be fully provided (Early 1974) . Costing Brothwood's (1973) figures for local authority provision (allowing a capital expenditure of £3000 per place in hostel accommodation and £2000 per day place) 20 hostel places per 100 000 population and 60 day places per 100 000 population, together with the same day patient provision would cost £105.5 million. Brothwood's suggestion for residential accommodation was less than the 150 per 250 000 suggested by the Tripartite Report (British Medical Association 1972) which, if costed similarly, would amount to over £200 million. Even this, according to the Tripartite Report, 'would create an alternative to hospital beds for only about one third of the present long-term population'.
According to last week's White Paper (Department of Health and Social Security 1975) . . . 'the total national capital investment taking account of existing services and the possibility of using adapted accommodation would amount to an average of around £30 million per annum on health services and £8 million per annum on personal social services over a 20-30 year period' (at November 1974 prices).
The situation looks bleak indeed for the rehabilitated patient in the community and it is unlikely that local authorities will ever be able to fulfil their statutory responsibilities in this regard. Hewitt & Ryan (1975) concluded that 'if Local Authorities are not to be bankrupted by having to build and staff a large number of hostels, some additional sources of residential care must be provided'. They suggest that living with an ordinary landlady, with supervision by a social worker, might provide many of the 'caring' aspects of supervision as effectively as hostel staff. A variety of types of accommodation would obviously be the best solution, not only for ex-hospital patients, but also for people currently living with their families or in unsatisfactory single accommodation.
The problems of schizophrenics living with their families have recently been highlighted by the activities of the National Schizophrenia Fellowship which has been formnA 'to act as a national organization for all matters concerning the welfare of sufferers from schizophrenia and to help their families'. John Pringle (1974) , Honorary Director of the National Schizophrenia Fellowship, in a booklet entitled 'Living with Schizophrenia by the Relatives' talks of the suffering behind the bald statements of personal experience related in this book and says:
'Part of this suffering may be inherent. .. in a crippling condition with a strange capacity to involve whole families in its ravages. Part of it is entirely avoidable and man-made ... New forms of deprivation and hardship have an unpleasant way of creeping in unnoticed to replace the old. The running down of the mental hospitals... was expected to be accompanied by a great expansion of "community care"; day centres, hostels, home visiting by trained social workers, sheltered employment, arrangements for rapid return to hospital in emergency. These were intended and planned so as to provide the community support in replacement for custodial care.' 'This was official theory. But it has not worked out like that. In practice, the actual availability of services lags far behind. In some parts of the country, it will be 15-20 years... before they can be brought to a satisfactory standard. Twenty years is a large slice out of anyone's lifetime and before they are up, many of today's relatives, already elderly, will be dead, leaving the care of their schizophrenia sufferer to whom or to what ?' Pringle then talks of the authentic voice of experienced relatives telling a story different from the official one and draws attention to the accounts of 'maladministration, inter-services bungling and indifference amounting to downright neglect'. He asks: 'Cannot a human society do better than this for one of the most vulnerable and least befriended sections of its people?'
The work of the National Schizophrenia Fellowship is acknowledged in the White Paper (Department of Health and Social Security 1975):
'It is important to remember that in practice those in the community most involved in the care of the mentally ill are usually their families. The implications ... for a family. . . are far-reaching. The responsibility of looking after a mentally ill relative may be very great and a family which, for example, is caring for a relative who has a long-term schizophrenic illness inevitably finds the whole pattern of its life drastically altered. Relatives of this important group of mentally ill people have now formed their own organization which is seeking to identify the particular difficulties experienced and ways of helping families to manage and to bring these to the notice of statutory authorities. This development is very much welcomed by the Government. A great deal can be learnt from the experiences of families about ways in which services can be made more responsive to individual needs and their voice needs to be listened to when policies and priorities are being determined.' Wing & Carr (1974) carried out a survey for the NSF and commented that emphasis on the dark side of 'community care' was inevitable since they had set out to obtain from relatives 'a plain unvarnished account of the problems entailed by living with schizophrenia'. Wing and Carr conclude that relatives 'do not usually obtain much help... from professional people' and that there is insufficient recognition of the fact that relatives are the real 'primary care' agents. The authors recommend that a good counselling service should have good supporting servicesfacilities for early detection, treatment of acute relapses and provision of long-term medication. Such supporting services are widely, although not universally, available. Hospital outpatient departments, day centres, day hospitals, health centre clinics, domiciliary consultations and domiciliary psychiatric nursing services are well developed in many areas and contribute to early detection and to early treatment of relapse. Wing & Hailey (1972) describe how the impetus for m.ost of their work came from the hospital service. They estimated that 40 % of the psychiatrically ill patients admitted to hospital could be treated as day-patients if adequate supporting services were available and they concluded that the services were meeting needs clinically but not socially.
The White Paper (Department of Health and Social Security 1975) forecasts that some of the outdated mental hospitals will still be in use twenty-five years from now. To quote Mrs Barbara Castle's foreword: ' .. . progress during the next few years will be very limited. Delay in building up local services must mean that it is unlikely that we shall be able to see in every part of the country the kind of service we would ideally like even within a 25-year horizon'.
The Government's long-term aim is gradually to shift spending from hospitals to personal social services which will assume a greater responsibility for people suffering episodes of mental disorder. This has an ominous ring about it. At no time in the past has mental illness had a high priority at local government level and with the pressures imposed on them by the needs of the aged, the Chronically Sick and Disabled Persons Act and the community care of subnormals, it is unlikely that money diverted from the hospital service will be utilized for psychiatry unless it is specifically allocated or 'tagged' for this purpose. And this is a procedure which central government has been unwilling to adopt and local government has been unwilling to accept.
The same White Paper carries many of the old well-worn cliches and promises: upgrading of mental hospitals; provision of residential day centres and domiciliary services; more day hospitals. It advocates closer liaison with housing, education and employment services with more cooperation between health and social services authorities. It does, however, clearly define some of the most dangerous anomalies which recent policies have encouraged. For example in Chapter 3, para. 2.27, page 18 we read:
'those who work in the health and social services fields have to recognise that families and relatives and, indeed, the public at large, cannot be expected to tolerate under the name of community care, the discharge of chronic patients without adequate arrangements being made for after-care and who perhaps spend their days wandering the streets or become an unbearable burden on the lives of their relatives; hostels which are so selective that they are only halffull while people needing residential care are told they are unsuitable; appeals which go unanswered for help in crises while authorities or other professional officers debate boundaries of responsibility'.
In spite of set-backs and disappointments, real progress has been made in both hospital and community practice. Using facilities presently available, a simple pragmatic approach can help our patients towards rehabilitation and can support them at the highest socioeconomic status of which they are capable.
The outstanding problem remains that of under-financing. The health service has fared badly in this regard in recent years. In 1953 for every £9 spent on the hospital service, only £8 was spent on education. Twenty years later (The Guardian 1975) the education budget was £3000 million whilst the health budget was £2264 million.
